The circumstances surrounding the violation are summarized
in the "Commentary" portion of MSHA's investigation report
as follows:

At 3:15 p.m., Monday, December 31, 1979 the
No. 1 section crew, under the supervision of
Lewis M. Craddock, Foreman (victim), entered
the mine and walked to the active working
areas of the section.  According tto Mark L.
Taylor, electrician, after an examination
of the working areas was made by Craddock
(victim), normal operations began and
continued until the accident occurred.
Taylor explained that Craddock assisted him
in repairing the No. 4 shuttle car trailing
cable.  Shortly thereafter, Taylor stated that
the No, 2 shuttle car became inoperative and
while making repairs to the car, he (Taylor)
noticed Craddock walking towards the working
faces.  Taylor stated that shortly thereafter
he heard the roof bolting machine being
operated. According to Taylor, after com-
pleting the repairs to the shuttle car, he
proceeded to the No. 2 entry face where
Craddock was operating the roof bolting machine.
Taylor stated that Craddock (victim) was in
the process of installing the second row of
roof bolts when he (Taylor) noticed that there
were no temporary roof supports installed in
the place.  Taylor continued to state that
Craddock instructed him to assemble some
additional roof bolts for the completion of
the bolting cycle.  According to Taylor, he
went to the back of the roof bolting machine
to assemble the bolts when the roof fall
occurred.

Taylor stated that he ran around the machine
and attempted to lift the rock from Craddock.
Being unsuccessful, Taylor explained that he
summoned assistance from the other miners in
the section.  Craddock was removed from under
the rock, placed on a stretcher, and trans-
ported to the surface where he was taken to
the Man Appalachian Regional Hospital.  Craddock
expired at 8:10 p.m.sher,   the scalper drive motor,   or  the
